Case management is generally seen as a way to provide efficient, cost-saving person-centred care for people with dementia by connecting together fragmented services, but the available evidence in favour of its merits is often considered inconclusive, unclear and sketchy. This discussion paper investigates the evidence of the benefit of case management for people with dementia and explores the complexity of the concept and the experiences of its implementation. It offers a comprehensive framework for conceptualising various types of case management and asks the question: who can be a case manager? Building on examples from three European countries it addresses the problem of the expansion and adoption of the case management method. It compares the conventional model of diffusion of innovation with the ideas of interessement and co-constitution and envisions a successful model of case management as a fluid technology that is both friendly and flexible, allowing it to adapt to different settings and systems.
Introduction
In Europe people with dementia syndrome and their carers all too often encounter services that are limited in resources, poorly coordinated, variable in quality and quantity, protocoldriven, inequitable, sometimes stigmatising and only weakly tailored to individual and family needs (Backhouse, Dickens, Richards, & McCabe, 2015; Furnish, 2002; Leichsenring, Billings, & Nies, 2013) . Poor co-ordination appears, for example, as difficulties in information sharing between agencies or in practitioners referring ('signposting') the person with dementia and their carers to other agencies rather than adopting a problem-solving approach to assist them (Gray, 2012) . Protocols and 'care pathways' can improve care quality, but can also result in mechanistic approaches to care (McLean, 2007; Penrod et al., 2007) . For lack of other resources, family members may have no choice but to become 'care co-ordinators' themselves in order to keep the person with dementia's world together (Eggers, Norberg, & Ekman, 2005) . They encounter the failings of existing health and social care systems, in which access to appropriate medication may be reduced for those living in deprived areas (Cooper et al., 2016) whilst stigmatisation can lead to a loss of 'voice' for the person with dementia (Batsch & Mittelman, 2012) .
These negative features appear common across Europe, where there is a need to develop new (or reconfigure existing) services for people with dementia and their families so that they experience a smoother journey along the illness trajectory and receive services that are more person-centred, effective and efficient (Warner & Furnish, 2002) .
Because dementia affects an individual's global functioning, the needs of the person with dementia syndrome are often long-term and cumulative, requiring support from a complex matrix of networks and services at different points on the disease trajectory, as well as from family caregivers (Khanassov, Vedel, & Pluye, 2014a , 2014b . The disease process develops insidiously, emerges through the personality of the individual, is easy to misattribute to ageing, is often feared and avoided by the individual and family, and is too often recognised at a late stage, or in a crisis.
There are barriers to the recognition of and response to dementia at the level of the person affected and their family, the primary care doctor, and the wider health care system, including specialist hospital care and even within long-term residential care. Given these multiple barriers in primary and secondary care, it is easy to understand why providing timely, responsive, well-co-ordinated and person-centred clinical and social care is so difficult (Koch & Iliffe, 2010) .
The clinical picture is made complex by comorbidities. The widespread nature of 'diagnostic overshadowing' in people with mental illness is evident with dementia syndrome; the dementia obscures other potentially tractable disabilities, which receive unnecessarily delayed attention (Connolly et al., 2013; Jones, Howard, & Thornicroft, 2008) . This overshadowing may combine with low levels of knowledge about age-related disabilities and diseases in older people amongst the main carers of people with dementia, whether family members or staff in residential and nursing homes.
Modelling case management approaches
Although case management began as a clinical tool in the USA (Kanter, 1989) , it has evolved into a way of working that is not restricted to clinicians or clinical activities alone. Case management approaches that start with a comprehensive assessment of needs shared between patients, caregivers and professionals show promise as a way to improve the quality of life of people with dementia and of their families, reduce health expenditure on inappropriate hospital admissions, and produce societal gains.
The Case Management Society of the United Kingdom defines case management as: 'a collaborative process which: assesses, plans, implements, co-ordinates, monitors and evaluates the options and services required to meet an individual's health, social care, educational and employment needs, using communication and available resources to promote quality cost effective outcomes' (Case Management Society UK, 2010). Thus defined, case management has become an attractive policy for chronic disease management in England (Department of Health, 2004) .
In the field of disability studies, where the emphasis is put on person-centred approaches, case management is described as: 'a process of care planning and co-ordination of the services and resources used by people with disability and their families. Primary functions of case management include assessment, development of a care plan, securing access to services, and monitoring to ensure service timeliness, comprehensiveness, and quality over time' (Dill, 2006, pp. 228-229) .
Considering the tasks of case management may help to clarify the definitions and operationalise case management in a more personalised way. According to Drennan and Goodman (2004, p. 527) , the core elements of any case management activity at the individual level are:
. identification of individuals or carer-person dyads likely to benefit from case management, . assessment of the individuals' problems and need for services, . care planning of activities and services to address the agreed needs, . co-ordination and referral to implement the care plan, and . regular review, monitoring and consequent adaptation of the care plan (components of continuity of care).
Apart of that, case managers can provide information, support and counselling based on the individual needs of the person with dementia and their informal caregiver (van Mierlo, Meiland, van Hout, & Dro¨es, 2014) .
These core activities can be understood and implemented in various ways. For example, Walsh and Holton (2008) , considering case management in general (not specifically case management for people living with dementia), distinguish between three basic models: the 'broker' model, 'assertive community treatment' and 'intensive case management' with individual case managers. In the broker model, the most basic type of case management, case managers assess the needs of clients and connect them to appropriate resources in the community. As well as assessment, planning, linking and monitoring, they might engage in advocacy on behalf of the clients (Walsh, 2002) , but they do not provide direct care to their clients and their approach is not built around helping relationships. Assertive community treatment (ACT), developed in the late 1970s for clients with serious mental illness, is provided by multidisciplinary teams, with the team members sharing the case-load. In this model, connecting clients to services is combined with providing direct care, with the emphasis on the latter, as well as on 'direct, intensive, and aggressive outreach to clients' (Walsh & Holton, 2008, p. 142) . The intensive case management model is similar to ACT, but according to this model, the care is delivered by one case manager rather than a multidisciplinary team. In comparison with case managers of the broker type, individual case managers spend much more time with clients.
Alternative typologies of case management have been formulated, depending on the author's viewpoint and on the nature of client population (see, for example, Dustin, 2007) . In the care for people with dementia, MacNeil Vroomen et al. (2012 Vroomen et al. ( , 2015 and van Mierlo et al. (2014) , considering the Dutch experience, describe a 'linkage' model and a 'combined intensive case management/joint agency model'. Drennan and Goodman (2004) , writing about nurse-led case management for older people with long-term conditions in the UK, adopt Beardshow and Towell's (1990) distinction between the 'brokerage' and the 'key worker extension' models. According to this typology, case managers holding budgets to finance care packages for the client work according to a brokerage model, and case managers providing services themselves and co-ordinating other agencies' services implement a key worker extension model.
It is sometimes assumed that the brokerage and extensive key worker models could be located along an empowerment-professional control axis, with the brokerage model emphasising advocacy, empowerment and increasing client autonomy, whilst the key worker model is built around professional control over care planning, referrals and coordination of specialized services. However, a doubt remains if limiting services to 'connecting [] clients to appropriate resources in the community' (Walsh & Holton, 2008, p. 141 ) automatically leads to clients' empowerment and heightened autonomy. The ACT model, combining intensive direct care with the emphasis on the clients' informal support networks and her or his active role in planning and evaluating the care trajectory, represents a contrasting approach (Walsh & Holton, 2008, pp. 141-142) .
In our view, the case management approaches and organisational arrangements could be more comprehensively modelled on three axes, illustrating basic criteria for making typological distinctions and strategic emphases formulated by proponents of differing case management types (see Figure 1) . The first axis of our model, representing direct involvement of a case manager in care provision, runs between care limited to connecting clients to external services (as in the classical brokerage model) on one pole, and case managers doing many of the care tasks themselves (as, e.g. in the ACT), on the other pole. The second axis represents varying degrees of emphasis on autonomy and selfsufficiency of the client. Thus, on one pole of this axis, we could locate approaches stressing empowerment and autonomy (including some version of broker model and ACT), while on the other we situate models giving priority to professional control. The third axis adds to and complicates the previous two, acknowledging economic considerations influencing designing and implementing case management models. On one pole of this axis, we see models stressing cost-effectiveness of the services, with case managers evaluating legitimacy of the client's needs against the legislation in force and then buying the services from the cheapest suppliers (as in some versions of the broker model), and on the opposite pole, case management approaches aiming at addressing the widest possible range of client's wishes and needs.
Whichever classification of case management or a way of modelling we are going to use for analytical and/or descriptive purposes, it is important to stress that in practice, autonomy and control, emphasis on costs and on needs, and efforts to limit direct care and getting directly involved are inextricably interwoven, creatively combined and variously enacted, depending on the case in question, on the structural conditions of care provision, and sometimes even on the personality of the individual case manager. Here, the distinction between autonomy and control is a good case in point. As ethnographic research of care has convincingly shown, the general emphasis on enhancing clients' autonomy does not prevent carers from taking over in certain situations, nor does it relieve them of the responsibility to judge repeatedly the ideal mix of control and letting go (see e.g. Pols, 2004) . The situation is further complicated in the case of people living with dementia, whose cognitive abilities are severely limited in the later stages of the disease. Here, as in other areas of care, autonomy and taking over when necessary constitute different 'goods' of care, and the care process 'implies a negotiation about how different goods might coexist in a given, specific, local practice' (Mol, Moser, & Pols, 2010, p. 13) . 'In practice,' write Mol et al. '[. . .] seeking a compromise between different ''goods'' does not necessarily depend on talk, but can also be a matter of practical tinkering, of attentive experimentation ' (2010, p. 13) .
Who can be a case manager?
It is not clear which discipline should most efficiently carry out case management tasks. This may vary according to the systems of health and social care in different countries and regions, and even between users. For example, whilst close involvement of generalists in care co-ordination of the case management kind has been shown to lead to more costeffective care and better health, the structure of generalist practice does not easily lend itself to co-ordination of care (Stille, Jerant, Bell, Meltzer, & Elmore, 2005 case manager is both intellectually demanding and time-consuming. Co-ordination of the kind represented by case management involves regulation of participants to produce higherorder functioning; the immediate targets of case management are the health and social care system, which need to be made to function in a coherent and person-centred way. The second target is the disease process and its medical, social and psychological consequences for individuals (Stille et al., 2005) . In addition, case managers can provide strategic leadership in the development of integrated services, and can contribute to the professional development of practitioners working on disease management at a lower risk level of the chronic disease management hierarchy (Boyd et al., 2005) . In the UK, policy documents suggest that whilst case managers can come from any health or social care professional background, nurses working in advanced practice roles are particularly well placed to be case managers for people with complex long-term conditions (Department of Health, 2005) . There are examples in the UK of nurses using case management techniques as part of their clinical practice tradition (Evans, Drennan, & Roberts, 2005; Long, Kneafsey, Ryan, & Berry, 2002) , when working with social services (Weiner, Hughes, Challis, & Pedersen, 2003) , as specialists working with people with multiple conditions (Boaden et al., 2005) , and as clinical specialists for particular diseases or conditions (Forbes, While, Dyson, Grocott, & Griffiths, 2003) . Nursing in other European countries may not bring these traditions to a newly emerging interest in case management; but further investigations at national level are needed to clarify this.
A multiple case study of eight case management programmes for people with dementia in the Netherlands found that the background of the case managers varied both among and within the programmes (Minkman, Ligthart, & Huijsman, 2009 ). Three of the surveyed programmes employed nurses as case managers, most of them specialized in elder care or mental health. The remaining teams consisted of nurses and social workers, with case managers receiving special training in some of the programmes. However, the diversity of the case managers' background in Dutch dementia care teams had to be subsequently abandoned due to changes in financing. Apart from meeting health insurance companies' requirements, the need to employ nurses as case managers is argued on the basis of required skills. Thus, a recent description of the Geriant model states that '[t] he clinical nature of Geriant's case management has its consequences for the professional qualifications that are required for it. While initially some of the case managers [. . .] had a background in social work, it was found that sufficient knowledge on dementia and nursing skills were required to perform the broad range of tasks inherent to the position' (Glimmerveen & Nies, 2015) .
Some European experiences
In some European countries, like Finland (Eloniemi-Sulkava et al., 2001 , the Netherlands (MacNeil Vroomen et al., 2012; Minkman et al., 2009; van Mierlo et al., 2014) and Sweden (Bodenheimer, Boestig, & Henriks, 2007) case management is becoming well-established as 'normal care' for people with long-term conditions including dementia, although some studies still express uncertainties about its effectiveness for people with dementia (Jedenius, Wimo, Stro¨mqvist, & Andreasen, 2008) . In other countries (like the UK, Germany or Spain), there is uncertainty about case management and mixed experiences of its implementation (Iliffe et al., 2014; Menn et al., 2013) . In a third group of countries (Italy, Ireland, Czech Republic, Greece), the professional and health and social care systems may be interested in the idea of case management, without having experienced it.
After considering available evidence of the effectiveness of case management for people with dementia, we will concentrate more closely on one country from each of these three groups.
Evidence of effectiveness
The research evidence about the value of case management for people with dementia, so far based mainly on quantitative research methods, is mixed. Pimouguet, Lavaud, Dartigues, and Helmer (2010) published a systematic review of randomized controlled trials of case management for patients with dementia and their caregivers, and concluded that the evidence for the efficacy of case management with reference to cost and resource usage was not strong enough, and that further studies ought to consider who might benefit most from case management.
A systematic mixed methods review of case management for people with dementia, carried out by Khanassov et al. (2014a Khanassov et al. ( , 2014b , analysed 31 quantitative and 12 qualitative studies. It concluded that case management in primary care needed to be a high intensity intervention with a small case-load, regular pro-active contact and close working between case managers and other practitioners, in order to produce positive outcomes.
The recent Cochrane Review of case management for dementia included 13 randomised controlled trials involving 9,615 participants with dementia (Reilly et al., 2015) . Those in the case management arms were significantly less likely to relocate to nursing homes in the 18 months following the start of case management. There were no statistically significant differences in hospital admissions at any point up to 18 months, nor any differences in mortality. Carer burden did decline and carer well-being improved at six months, but neither effect was prolonged, although carer depression showed a small but statistically significant reduction at 18 months. The case management group received more community services, but case management was associated with lower service costs at 12 months. There was considerable heterogeneity between interventions, outcomes measured, and the authors argue that further investigation of the effectiveness of different components of case management is required.
Some well-conducted long-term studies from outside Europe have demonstrated how case management can delay relocation to a care home, with potentially important health and economic gains (Callahan et al., 2006; Chien & Lee, 2008; Mittelman, Haley, Clay, & Roth, 2006) .
The Dutch experience
In the Netherlands, the initial reason for introducing case management into the care of people with dementia was the increasing number of clients with cognitive problems in the case-load of social workers and specialized nurses, and the perceived need for more personcentred services for this group (Minkman et al., 2009 ). The approach taken has varied in different regions of the country, depending mostly on the local ways of organising dementia care networks. In the regions where care was provided by one major care organisation, a combined intensive case management/joint agency model was adopted, whereas in the areas with multiple care organisations in operation the linkage model had been given priority (van Mierlo et al., 2014) . Since 2013, the need for further implementation of case management for people with dementia has been embodied in a Dementia Care Standard, describing case management as a standard approach to good care for people with dementia and their caregivers.
The results of the study conducted by van Mierlo et al. (2014) have shown that the independence of the organisations using a combined intensive/joint agency model is one of the most important factors facilitating case management implementation. The impeding factors, found mostly in the linkage model, were mostly related to partners' collaboration inside the networks (van Mierlo et al., 2014) . The authors' conclusion that case managers using the intensive case management model are more likely to provide quality care has been recently reasserted by a pragmatic trial study. This prospective, observational, controlled cohort study of 521 care dyads has found no meaningful effects on clinical outcomes. However, the intensive case management had a positive impact on caregivers' quality of life and the patient's number of needs compared with persons receiving case managed care through the linkage model and persons without access to case management (MacNeil Vroomen et al., 2015) . Intensive case management also appeared cost-effective compared with the linkage model and usual care (MacNeil Vrooman et al., 2016) The Geriant model is an example of Dutch integrated community-based care for people with dementia in which qualified case managers play an important role using an intensive case management/joint agency model. Case managers are the contact persons for the clients and their informal caregivers; their main task is co-ordination of services within the Geriant multidisciplinary team (social geriatricians, psychiatrists, clinical psychologists, dementia consultants, and specialised home care nurses) and with other providers in the region (GPs, hospitals, home care and welfare organisations). For more intensive treatment or observation, Geriant runs a 16-bed short-stay clinic (Goodwin, Dixon, Anderson, & Wodchis, 2014) . Inspired by the FACT model (flexible ACT; see Bak et al., 2007; Drukker et al., 2008; Firn et al., 2012) used in mental health care, Geriant's multidisciplinary teams flexibly adapt their services to clients' specific needs from the first presumption of dementia to the moment when they cannot live at home. The flexibility in the level of integration of services for each client and ability to accommodate uncertain and unpredictable developments in the clients' situation, including emergencies, are the big advantages of the model. The success of the Geriant model has been recognised in various evaluations and studies by its clients, their relatives and institutions. An important part of its success is the cooperation and relief it brings to general practitioners who often feel that they do not have the capacity to coordinate care for people with dementia (Glimmerveen & Nies, 2015) . Despite Geriant's success, acknowledged both by scientific studies and policy makers, recent developments suggest that in the near future case managers for people with dementia could become part of General Practitioners' multidisciplinary teams (an interview with Geriant's manager Paul-Jeroen Verkade). Primary care has been improving in terms of diagnoses of dementia and many GPs have been implementing a multidisciplinary approach to care for their patients. Such organization of care for people with dementia would support the clients in their own neighbourhoods. A successful model of the neighbourhood-based approach to the provision of services at the primary care level has been implemented by Buurtzorg Netherlands (Monsen & Blok, 2013) . In 2015 Buurtzorg's nurses cared for over 70,000 patients, while some 50 per cent of their clients had some form of dementia (Royal College of Nursing, 2015) . The model has gained international recognition for being entirely nurse-led. Self-governing community-based nursing teams deliver the full range of medical and support services to patients and families at rather low cost (Gray, Sarnak, & Burgers, 2015) . The holistic approach includes thorough assessment of patients' needs, mapping of networks of informal and formal care and promotion of selfcare (Buurtzorg Nederland, 2011) .
The British experience
In England when primary care-based case management was introduced for (mostly) older people with long-term conditions (not just dementia) this generally failed to achieve its primary objective of reducing health service use (Goodman et al., 2010) , even though it was appreciated by its recipients. Similarly, shifting experienced nurses into case management roles may have diverted them from other activities, and was therefore resisted (Iliffe et al., 2011) . The widespread introduction of nurse case managers in England before the results of pilot studies were known generated interest (Morgan, 2005) , but also provoked doubts about the viability of the role (Cochrane & Fitzpatrick, 2005; Murphy, 2004) . This doubt was compounded by the subsequent evaluation of pilot studies which indicated that while there was some anecdotal evidence of patient level benefit, unplanned admissions to hospital were not reduced (Gravelle et al., 2007) . The number of nurse case managers recruited in England never reached its target, and their case-load was lower than expected.
There are a number of explanations for the failure of nurse-led case management in England. Firstly, while the policy 'problem' selected was the high cost of unplanned hospital admissions, there was no consensus at service delivery level that a new group of nurses was the correct solution. Secondly, there was slow, uneven and limited establishment of nurse case manager posts across England. Finally, local implementation, in many areas driven by centrally monitored targets, was a pragmatic response to (a) local resistance to a contested role, (b) the absence of any local 'demand' for such posts, (c) limited financial resources, (d) the presence of existing locally developed service improvements in long-term condition management, and (e) the scarcity of suitably qualified and experienced nurses to fulfil these roles in some community settings (Goodman et al., 2010) . In this policy and practice environment, it is not surprising that primary care based case management for older people, including those with dementia proved difficult to implement (Iliffe et al., 2014) .
The Czech experience
In the Czech Republic continuity and co-ordination of health and social services are considered prerequisites of quality care for people living with dementia and their families. Nevertheless, problems with availability and fragmentation of services remain (Ma´tl & Ma´tlova, 2015) . According to the study conducted by the Ministry of Labour and Social Affairs, informal as well as formal carers agree that support of a qualified care coordinator might be needed for the whole duration of the disease trajectory (MPSV, 2015) . For many years, discussions concerning the needs of people with long-term care conditions include topics such as integrated care, community-based care and case management (Holmerova´, Vanˇkova´, & Wija 2013) . In the field of integrated services for older people, some success has been achieved in a few communities or small regions, although the specific role of care coordinator or manager was not officially established and integration of services depends on the personal relationships (rather than institutions) of formal and informal carers involved in care network.
Czech experiences with case management as a method of care for people with serious long-term conditions come from fields other than dementia care (as care for people with mental health problems, drug users, endangered children, etc.). Since the 1990s, NGOs Fokus and PDZ (Mental Health Care) provide community-based services for people with mental health problems in 10 towns and adjacent regions. Their method, developed to support clients living in private homes and in supported living, is based on the Dutch FACT model. Our research into the process of adaptation and development of this form of intensive case management inside the Czech health and social care systems indicates high adaptability of the model to the varying structural conditions. In the Czech version of FACT, case managers are mostly social workers and their work is partially state-funded from the social services budget (as 'social rehabilitation'). The involvement and/or recruitment of health care specialists (GPs, psychiatrists, nurses) remains problematic in terms of their capacity, funding and willingness to cooperate in a multidisciplinary team. But while the lack of multidisciplinarity brings certain limitations, some key technological features of the method (as the use of the 'FACT board'), as well as at least some of the general aims (such as emphasis on cooperation and empowerment), remain functional. More than 20 years of successful operation (Hejzlar, 2010) indicate that the structural and economic limitations might be overcome by connecting the translated pattern to different resources (e.g. in the Czech context, to European funding).
Preliminary findings from the authors' research in a community based clinic for older people and people with dementia, offering outpatient, short-stay clinic and home services in the capital, show that involvement of geriatricians, psychologists, specialised home care nurses and social workers (similarly as in the Geriant model) is highly beneficial to people with dementia and their families. However, due to structural and economic factors, the clinic does not provide long-term support of the case management type through the whole disease trajectory. Without funding for case managers, the cooperation with most of the clients remains discontinuous, and continual long-term intensive care is provided only under specific circumstances (e.g. if people are not being served by different geriatricians and live in the vicinity) and based on clients' ability to remain in contact. Despite being appreciated by the clients, family carers and the general public, this community based clinic remains a unique project.
Translation of the case management method
Many studies aiming at evaluating present experiences of case management for people with dementia have found evidence in favour of the method unclear and contested, partly because of the multiplicity of case management forms in use (Low, Yap, & Brodaty, 2011) . Despite the mixed results of scientific, largely quantitative studies, case management for people with dementia has spread across Europe -after travelling from differing fields and sites -with some countries adopting it as a standard approach to elder care (as in the Netherlands), others experimenting with its use (as in Great Britain), and still others exploring available evidence for and against it and pondering its introduction into existing care networks (as in the Czech Republic).
Meanwhile, as we have shown above, the definitions and forms of the case management method vary considerably across sites, as well as the research methods and outcomes used for its evaluation. Because of this, the widely used diffusion model (see, e.g. Berwick, 2003) seems to be rather problematic as a tool for understanding the processes of adoption and translation of the case management methods in different conditions. This model assumes a linear process, through which an object (in our case the method of case management), is accepted, or rejected thanks to its intrinsic qualities, by a society, which constitutes a more or less receptive environment. An important component of constructing such a model is separating analysis of the object per se (and its properties), and analysis of the environment in which it spreads (Akrich, Callon, & Latour, 2002a) . But, as has been demonstrated by a series of a case studies (Akrich, 1992; Callon, 1986; Kidder, 1982; Molet, Sataury, & van Gigh, 1985) , what we observe in the process of adopting innovation is rather an emergence of a new object, associated with those who handle it with a hybrid cluster of connections (often with an unclear direction of the trajectory) linking a number of different actors (human and non-human). To describe such a situation, Alkrich, Callon and Latour propose the model of interessement. According to this model, the object and the social environment in which it is implemented shape and transform each other in mutual interaction. To adopt an innovation then largely means to adapt to the new environment (Akrich, Callon, & Latour, 2002b, pp. 208-209) . 'The model of diffusion restricts the work of elaboration to the limited circle of the designers responsible for the project,' write Akrich et al., while 'the model of interessement underlines the collective dimension of innovation. In the former, the majority of actors are passive; in the latter, it is active. In the former, the innovation is either taken up or left; in the latter, adoption is synonymous with adaptation ' (2002a, p. 205) .
The career of the case management method through the processes of interessement is influenced by many human and non-human actors, including service providers and users, policy makers, health insurance companies, existing health care systems and their infrastructures, values informing the care provision, etc. as well as scientists and their research methods. And while some of the actors might value standardisation, unification and generalisation, others might prefer heterogeneity and adaptability.
Some of us have argued before that '[f]uture research should be built around a common agreed definition of types of case management [. . .]' (Koch et al., 2012) . This statement reflects the conventional idea that trials of complex interventions (like case management) require as much clarity as possible and that efforts should be made to ensure fidelity of the case management practice to the commonly agreed, universalised definition. From the point of view of actors who build their understanding through generalising locally specific experiences on the basis of unified descriptions and evaluation criteria, the multiplicity and heterogeneity of case management models and of the ways of their implementation might be viewed as an obstacle to diffusion of case management into new health and social care environments. On the other hand, the generalizing of the many case management models in use might prove difficult or untenable, and the emphasis on unification and standardization might complicate the process of co-constitution (Akrich, 1993; Mol, 2010) of the method (case management) and its environment (the social and health care system with all their cultural, political, historical and other complexities).
Building on the notions of interessement and co-constitution, we could offer a model of translation which allows for conceptualising both the efforts to stabilise key factors of the technology in question, and the need for flexibility and adaptability. On the basis of their research on the Zimbabwe bush pump, De Laet and Mol (2000) describe the process of successful dissemination of a 'fluid technology' or 'fluid object'. The concept of fluidity, we believe, can be useful for considering possibilities for the translation and expansion of the case management method. According to De Laet and Mol, the fluid object has no unchanging core, but instead is constituted by components that are necessary for its functionality. Its boundaries are vague and unclear -they are established differently in each of the communities where the technology is being used. Thus, rather than insisting on any solid form, it is better to learn from the ways the technology was developed, adapted and rebuilt in different places. Being sensitive to the varying needs and complex circumstances and leaving sufficient space for the community itself to participate in the adoption and maintenance of the technology are basic prerequisites for its successful dissemination. Apart from that, fluid technology is flexible in using alternative components and works even without some of its parts (that can be replaced from local sources), opening a space for tinkering by the community. In the process of coconstitution, the community itself is transformed and newly constituted in relation to the technology, and as the translated object is not associated with any particular inventor, authorship is the result of collective action and development over time.
Conclusion
The research for this article is a part of wider efforts aimed at evaluating European experiences with case management for people with dementia and their carers and exploring its viability in and translation into health and social care networks of a country where case management to this specific client group has not been provided (the Czech Republic). In this article, we presented some ideas on case management's functioning, effectiveness and modes of translation, hoping to provide a point of departure for future research and debates about possibilities for its introduction into new health and social care environments.
Our review of relevant literature and experiences with implementation in three European countries show case management for people with dementia as a highly variable and hybrid object, recognizable in many different forms in varying environments. In literature and in practice, very different ways of caring could be encountered under the heading of case management, which compromises efforts to make statements about the worth of case management in general. From the point of view of evidence-based medicine, the calls for unification of definitions and standardization of research methods might seem unproblematic and straightforward. However, they might be problematized in encounters with the method resisting unification and standardisation by constantly changing its form and content. Thus we might ask what kind of evidence and what level of generalisation is appropriate to facilitate better understanding of case management.
Firstly, as RCT evidence for case management for people living with dementia is not conclusive, and long-term impact and cost-effectiveness -the major concern of most of the studies -are hard to prove across the broad spectrum of case management interventions, we propose introducing new outcome measures, such as quality of life, impact on relationships, care load, etc. including outcome measures which are hard or impossible to asses through RCTs. Apart from the new outcome measures, a different methodology -e.g. qualitative, ethnographically oriented research -might be needed to ask not only what and how much, but also how and why. How and why questions are, in our opinion, especially suitable if the object of inquiry (e.g. case management for people living with dementia) is unstable and fluid.
Secondly, we suggest that generalizations should always be limited to relevant fields of application. While the need for general statements as 'case management is/is not an effective method of dementia care' might be strongly felt in the fields of bio-medicine and nursing science, it might be more reasonable and practical to ask how specific versions of case management come into being/disappear, prosper/malfunction, etc. given specific circumstances.
If on methodological grounds a case for more nuanced, case-oriented modelling and research could be made on the basis of available studies, from the point of view of translational science based on the model of interessement both standardisation and calls for respecting multiplicity and flexibility must be assessed as important modes of ordering (Law, 1994, pp. 20-22, 73-93) influencing the success and spread of a technology in question. Further research into the ways by which the case management methods travel across times and sites might show how different modes of ordering case management (with research methods playing an important role) interact and collide, and if and how they obstruct efforts at translation. From this perspective, the wide range of existing models of case management, difficulties in finding a single definition of the method and of its properties, as well as varying characteristics of the environment where it is intended to be implemented, not only lose their intrinsically problematic nature, but open up a space for future research, as well as for negotiation and tuning of a case management model to the different circumstances and needs.
